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Abstract

The COVID-19 pandemic has illuminated the stark inequities between the
Global North and Global South in vaccine production and access. Such
inequities are a continuation of asymmetrical power relations rooted in
historical racialized processes such as slavery and colonialism and its post-
colonial legacies which led to the subordination of many countries in the Global
South. This paper connects global vaccine inequity with the concept of racial
capitalism, the latter being a concept which refers to processes of deriving
economic value from the racial identity of another person. Racial capitalism
allows us to frame our understanding of the dynamics underlying vaccine
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inequities as colonial legacies imbued with racial capitalist logics and highlight
why many of the solutions offered to address these inequities are likely to
manufacture inequality in future crises. This paper begins by providing a brief
account of racial capitalism’s relationship to global vaccine inequity. What then
follows is an analysis of the role of global health law in creating and sustaining
imperial extractive relationships that disadvantage countries in the Global
South and engender vaccine inequity. This analysis helps to illuminate the
racially-capitalist nature of some of the potential “solutions” to COVID-19
vaccine inequity, such as COVAX and C-TAP, which are then critiqued. The final
sections then explore new initiatives to scale-up vaccine manufacturing in the
Global South which seek to redress inequities, as well as the role that
reparative justice (reparations for historical injustices) could play in creating
more equitable pathways to vaccine equity through reforming international
intellectual property law and creating new financing arrangements for
supporting vaccine manufacturing in low- and middle-income countries.

Introduction

Colonial legacies, racial capitalism, and vaccine inequity

In the wake of the COVID-19 crisis, the U.N. Secretary General António Guterres
recently argued that racism is a catalyst of global inequality[1]. He urged
countries to collectively recognize and attempt to reverse historical injustices
that continue to reverberate today, including “the lingering traumas, the
suffering across generations, the structural inequalities so deeply rooted in
centuries of enslavement and colonial exploitation” through reparative justice
frameworks[2]. While the history of the term “racial capitalism” is uncertain, it
has been used by scholars for over forty years as a framework for viewing the
mutually constitutive relationships of racialized and imperial exploitation within
the process of capitalist accumulation. In the 1970s, South African Marxists and
anti-apartheid activists were using racial capitalism to critique the political
economy of white supremacy and capitalism[3]. North American scholars such
as W.E.B. Du Bois, C.L.R. James, and Eric Williams also made correlations
between racial capitalism and the introduction of industrial capitalism, slavery
and colonialism. Cedric Robinson took the concept of racial capitalism further
by first tracing the history of a racial hierarchy grounded in slavery which favors
“whiteness”, arguing that capitalism was firmly rooted in the exploitation of
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race-based labor during Pre-modern slavery in Europe which continued during
the era of colonialism[4]. While capitalism and racism both have their own
distinct histories, it is clear that racial ideology was used as a way to oppress
non-white populations in the quest to accumulate wealth by white
populations[5].

Like other modes of capital accumulation, racial capitalism focuses on profit
making through exploitation but there is a historical focus on the racial social
stratification and its usefulness in re-examining colonial and post-colonial forms
of extraction[6]. Racial capitalism has been used to understand other social and
political processes such as settler colonialism in Palestine and South Africa[7],
environmental and climate justice[8], contemporary international law on
slavery[9], and also in understanding the persistence of racial inequities in
formerly segregated countries such as the U.K. and U.S[10]. This paper builds
on racial capitalism scholarship within studies of the COVID-19 crisis which
critiqued the disproportionate mortality within populations[11] and unequal
labor relationships[12], presenting a novel contribution by thinking through the
systemic impacts of racial capitalism on the production of essential medicines,
and particularly COVID-19 vaccines, in global health.

A deeper understanding of the systemic injustice in the international patent
system enables us to center the experiences of the Global South through a re-
examination of how international law sustains and encourages the geographic
and racial stratification of vaccine manufacturing, which is now largely
centralized in the Global North. Furthermore, framing our analysis through the
lens of racial capitalism enables us to better understand why solutions offered
to address inequalities of access to vaccines such as COVAX and the COVID-19
Technology Access Pool (C-TAP) not only failed to succeed but also merely
serve to reinforce these racialized global inequalities.

In the following section, an analysis of the role of global health law in creating
and sustaining imperial extractive relationships that disadvantage countries in
the Global South and engender vaccine inequity help to illuminate the racially-
capitalist nature of some of the potential “solutions” to COVID-19 vaccine
inequity, such as COVAX and C-TAP, which are then subsequently critiqued.
This paper then critiques new initiatives to scale-up vaccine manufacturing in
the Global South that seek to redress inequities by arguing that a lack of
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attention to the underlying racially capitalist logics underlying these schemes
threatens the viability of these initiatives. The final section offers two
propositions for a global reparative justice agenda for vaccine equity, related to
reforming the international intellectual property (IP) system and establishing
long-term financing mechanisms to increase vaccine manufacturing capacity in
the Global South.

How global health law was borne of and sustains racial capitalism

The ways in which existing geographies of power contribute to global health
inequality has been a recurring theme in addressing COVID-19 vaccine inequity.
International institutional settings and international legal frameworks which
have histories rooted in colonial practice cannot produce equal outcomes for
populations globally. Indeed, these frameworks have been shown to reproduce
forms of colonial racialized violence[13]. In order to demonstrate the ways in
which global health law was borne of and sustains racial capitalism, the first
two subsections below consider the history of global health law, which is rooted
in colonial medicine, and the ways in which it reemphasizes border
enforcement as a mechanism of disease containment. The final subsection in
this part analyzes the racial-capitalist logics in the internationalization of
health, trade and intellectual property protection before going on to illustrate
how these developments have compounded the historic geographical and
racialized inequities in vaccine manufacturing.

The racialized nature of colonial medicine and the birth of international and
global health law

The term “colonial medicine” refers to the ways in which health and medicine
were used to protect the economic interests of colonizing powers. During the
colonial era, the health of imperial agents and colonized subjects were
perceived as necessary for the continued development of the colonial
project[14]. Ill-health threatened economic enterprises through loss of
productivity. Colonial medicine focused on treating “tropical” or “foreign”
diseases, and it was not deemed necessary, practical or cost effective by
colonial authorities to address the underlying social and economic determinants
of illness in colonized territories[15]. After World War II, health decision making
was relocated from colonial governments to new centers of international health
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based in the Global North, which ensured the continued hegemony of Western
biomedicine[16]. Law played an integral role in maintaining racialized capitalist
logics both materially and discursively. Firstly, when states gained
independence, law was used by former colonial powers in the Global North to
subordinate post-colonial states through implementing treaties which curbed
the latter’s sovereignty[17]. Secondly, and more successfully, law was used to
promote the interests of corporations, which are vehicles for the racialized
creation of state wealth[18]. Economic exploitation and expansion for profit was
historically aided by corporations acting on behalf of colonial governments who
granted them trading monopolies[19]. Neo-colonial legacies still shape
capitalist aspirations in the ways in which post-colonial states provide
extraction grounds for former colonial powers. The social construction of “race”
was used to legitimize post-colonial expansion through the signing of
international treaties which continued to consolidate power in the Global North.
These unequal power dynamics manifested in global access to medicines
arrangements through the reorganization of intellectual property rules from the
World Intellectual Property Organization (WIPO) to the World Trade
Organization (WTO). WIPO was more egalitarian in nature and focused on the
public good, however, as international patent rights became governed and
enforceable though the WTO’s Agreement on Trade-Related Aspects of
Intellectual Property Rights (TRIPS Agreement), this new configuration became
more concerned with protecting the interests of large corporations which
prevailed over notions of the public good.

Racialization in health-related border enforcement practices

The expansion of European operations in the Global South led to the
transmission of new infectious diseases, for which indigenous populations had
no immunity, decimating the populations of colonized nations. Despite this,
pandemics and the spread of infectious diseases have historically led to the
racialization of border enforcement, with countries in the Global South being
historically perceived as vectors of disease. The history of law making in global
health illustrates this point. Between 1851 to 1938, fourteen international
sanitary conferences attempted to prevent infectious diseases from making
their way to Europe and North America. In instances where entry into Europe
and North America by former colonial subjects was permitted, many countries
were subjected to stringent quarantine rules, especially for cholera, typhus and
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yellow fever, which were all perceived as “foreign” health threats. By the 21st
century, only vaccines for yellow fever would remain an entry requirement for
countries in the Global North, but the requirement to be vaccinated fell
primarily on people from the Global South[20]. Similarly, during the COVID-19
crisis, we saw how borders were simultaneously used to keep citizens of the
Global South out of countries of the Global North unless they were “desirable”
migrants needed to fill employment shortages in some industries, while giants
such as Amazon were given unobstructed access to deliver consumer goods
across borders[21].

The internationalization of trade and intellectual property

International IP rights, whether adopted in accordance with the Agreement on
Trade-Related Aspects of Intellectual Property Rights (TRIPS), or subsequent
bilateral and multilateral agreements, are part of a wider legal system which
facilitates racial capitalism globally. Modern IP rights are derived from property
rights that have a longer history rooted in John Locke’s labor theory of private
property which was central to colonial aspirations from the 17th century[22].
Over time, the definition of property was expanded to include IP, which has had
a significant impact on access to medicines, owing to the patenting of life
saving medications. As Amaka Vanni argues, “a historical examination of the
contemporary patent regime shows how colonialism, racism, and inequality
became deeply sedimented into the international IP law, particularly patents, to
enforce a particular type of property rights and to protect the economic interest
of the transnational capitalist class”[23].

Global South nations have also been forced to accept more stringent patent
protections to gain trade advantages and to avoid trade sanctions when these
bilateral and multilateral agreements are entered into[24]. This largely benefits
pharmaceutical corporations who are domiciled in the Global North because
international IP law both facilitates the commodification of medicines that are
essential to human survival and wellbeing for racialized people in the Global
South and sacrifices the lives and health of the poor and otherwise
marginalized on the altar of corporate profitability.

The COVID-19 pandemic has forced us to re-examine how international IP law
impedes equitable global access to essential medicines and leads to drug
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shortages and increased prices in ways that disproportionately impact on
Global South populations. By early December 2022, many countries in the
Global North had vaccinated at least 80 percent of their populations, while
many countries in the Global South had not even achieved 25 percent of
vaccination rates (see Fig. 1). This stark inequality was labelled by activists as
“vaccine apartheid”, a powerful term which highlights the elements of
imperialistic structural violence underpinning it[25]. We can therefore see
vaccine inequity as a continuation of racist double standards and exclusions
from the age of empire into the neo-colonial present[26].

Fig. 1 – Global vaccination rates per country as of 5 December 2022

In Figure 2, we illustrate how the historical racialized processes of slavery and
colonialism have driven modes of capital accumulation causing global power
asymmetries that contribute to vaccine inequity. The ultimate objective of
racial capitalism is to generate excessive surplus wealth for countries in the
Global North, while simultaneously impoverishing countries in the Global South.
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This in turn, sustains the social and economic forms of inequality that are
produced through reliance on modes of accumulation grounded in historically
racialized practices. There are also “enablers” of racial capitalism, which are
subdivided into are the institutional settings, international legal frameworks,
transnational corporations, and charitable initiatives. This paper argues that all
these categories contribute to, and thus enable racial capitalism within the
context of COVID-19 vaccine allocation globally. The dotted lines on the
flowchart reflect the complex ways in which the components set out in this
paper interact. Global health is an institutional setting with colonial roots, but
which has also been augmented by international legal frameworks such as the
TRIPS Agreement for patent protection to guard the economic interests of large
transnational pharmaceutical corporations which are largely based in the Global
North. Attempts to ameliorate the situation of vaccine inequity through
charitable initiatives such as COVAX and C-TAP in the wake of the current
COVID-19 crisis have merely served to reproduce the colonial logic of Global
South dependency on the Global North.
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Fig. 2 – Racial Capitalism and Global Vaccine Inequity Flowchart

Unrealized aspirations: COVAX and C-TAP

COVAX

COVAX was the world’s most prominent effort to ensure equitable access to
COVID-19 vaccines. Launched as part of the Access to COVID-19 Tools
Accelerator in June 2020, COVAX aimed to serve as a vaccine buyers’ and
distribution club for countries around the world. It also intended to support the
pharmaceutical industry in speeding up COVID-19 vaccine development,
vaccine manufacturing, and to ensure countries received adequate doses to
vaccinate their populations, regardless of that country’s ability to pay for such
vaccines. This multilateral charity model derived from the contention by Global
North countries that many countries in the Global South were unable to
manufacture their own vaccines[28]. As such, the scheme served to invisibilize
structural racism and to deflect attention away from remedying the fractured
system of global health through opting for more sustainable solutions to global
vaccine inequity[29].

The inadequacies of the COVAX initiative have been grounded in three main
critiques. The first is around the failure to produce and distribute vaccines
because of the creation of a two-track system that allowed the wealthiest
countries to acquire excessive vaccine doses through advanced market
commitments. The second relates to a lack of transparency around the pricing
of vaccines that led to many countries in the Global South paying more than
double for the same product than the European Union and USA did[30]. The
third and most critical to the argument in this paper speaks to a charity
discourse, which perpetuates the false narrative that LMICs must depend on
high-income countries (HICs) for access to essential medicines. This charity
discourse emanates from a colonial logic that saw the restructuring of
economies of colonized territories by colonizers so to create a relationship of
economic dependence, and has profound implications for racial justice and
inequality[31]. At the heart of the COVAX model was a privileging of risk from
countries of the Global North which housed large pharmaceutical corporations.
The outcome was the distortion of vaccines from a public good to a quasi-
privatized good that benefitted Global North-based pharmaceutical corporations
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which through state aid.

C-TAP

C-TAP is a platform that was set up by WHO, the Government of Costa Rica and
other partners in May 2020 to scale-up global access to COVID-19 health
technologies. It aimed to facilitate the sharing of intellectual property,
knowledge and data by health technology developers with manufacturers
through the use of voluntary non-exclusive licenses and royalties[32]. However,
the refusal of the pharmaceutical industry to engage with the voluntary
initiative, instead preferring to protect their short-term exorbitant profits over
realizing global public health aims (despite the fact that vaccine development
and clinical trials for COVID-19 vaccines were largely publicly funded)[33],
meant that the high expectations for C-TAP have not been realized[34].

These two schemes illustrate a wider issue around the lack of manufacturing
capacity that has its origins in pre-colonial times[35]. Colonizers, who were
focused on building corporations in their home countries in the Global North
adopted an extractivist and exploitative model which saw raw materials being
exported for sale on international markets[36]. Such an approach has meant
that many formerly colonized nations in the Global South were never given a
viable opportunity to industrialize and economically flourish on their own terms
without external interference. There is a direct connection between the
historical racialized processes of slavery and colonialism and the modes of
capital accumulation this paper identifies in Fig. 2, and the current lack of
capacity in many LMICs in the Global South to manufacture vaccines and other
essential medicines.

Why the future of vaccine manufacturing in a post-COVID-19 world
remains uncertain

On 21 June 2021, WHO announced that the objective of the mRNA technology
transfer hub would be to build capacity in LMICs to produce mRNA
vaccines[37]. The hub is located at Afrigen, Cape Town, South Africa, and is
working with a network of technology recipients (called “spokes”) in LMICs to
train them and transfer technology for a reverse-engineered version of
Moderna’s mRNA based COVID-19 vaccine. Fifteen countries in Africa, Latin
America, India and Eastern Europe have already been chosen as spokes, and IP
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from new technologies will be available freely[38]. While filled with promise, the
reality is that spokes will not be able to distribute doses of the new vaccine
until its clinical trials have been completed, which may not be until the end of
2023. Thailand and Vietnam’s ability to produce COVID-19 vaccines was made
possible, at least in part, because of the legacy of the WHO Global Pandemic
Influenza Action Plan, a technology transfer program run by the WHO in
2006[39]. This highlights the potential of the new WHO-backed initiative to
scale up the development of mRNA technology in South Africa.

However, we identify four fundamental problems with the model of new
technology hubs, and how these perpetuate a colonial extractivist capitalist
model. The first is the lack of progress with further provisions around
diagnostics and therapeutics in TRIPS waiver agreements, which would help
with the sustainability of these new factories but are also critical to enable
progress in future crises. C-TAP has been ineffectual because no legal
framework exists to ensure scientific cooperation in the sharing of technology,
knowledge and data when new essential medicines are developed[40]. Thus,
without changes in global health law to ensure that corporations in the Global
North have legally binding obligations to share scientific knowledge, any focus
on relying on existing hubs to reverse engineer vaccines would always be a
much slower and less feasible alternative to manufacturing vaccines in a global
health crisis.

Second, there is nothing to protect these new and fledgling industries from
competition from existing pharmaceutical corporations in the same
jurisdictions. There is a focus extensively on TRIPS when pharmaceuticals are
considered, but the GATT rules also opened markets to competition. Thus,
many countries in the Global South have expanded their markets for public
goods with disastrous consequences. Capitalist corporations have engaged in
monopolies to kill the competition in various industries, so there is no reason to
believe that the pharmaceutical industry would be any different. Here, for
instance, there are no guarantees that countries in the Global North will be
obliged to recognize the legitimacy of vaccines manufactured and produced in
the Global South without a global system to regulate them, as was seen in the
COVID-19 pandemic[41].
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Third, there is a lack of clarification about the profit-making status of new
vaccine manufacturing facilities that will produce pharmaceuticals in the Global
South. For instance, the Serum Institute in India grossly increased its prices at
the height of the second wave of COVID-19 in India which made it more
expensive for the national government to procure those domestically
manufactured vaccines[42].

Lastly, this model remains embedded in a broader charity discourse with
colonial roots that necessitates Global South dependency on the Global
North[43]. It is supported by donations (and financed by some wealthy nations
and philanthropists) and does not create legal mechanisms to modify the
system to one that is based on public goods from manufacturers being
available for free within the context of a health crisis. Fundamentally, there is
still a reliance on thinking about manufacturing in the Global South without
fundamentally repairing the system through reparative justice.

A brave new world: Reparative justice for redressing racial-capitalist
harms

Applying the lens of racial capitalism emphasizes the correlations between
historical racialized processes and present distributions of privilege and
abjection, creating pathways for restorative justice and reparations[44].
Reparative justice allows us to discern responsibility for violations over national
frontiers of both the state and the private sector[45]. It focuses on transforming
relationships “in which there has been chronic disregard and repetitive
abuse”[46], such as in cases where victims of injustice have perpetually
suffered from structural violence predicated on historical racialized practices in
the quest to accumulate excessive surpluses of capital. Currently there are
attempts to reform global health law through either the implementation of a
pandemic treaty or making further revisions to the International Health
Regulations (IHR). We make two major propositions for a global reparative
justice agenda for vaccine equity.

The first proposition relates to reforming the international IP system. The TRIPS
Agreement contains rules that constrain the wide manufacture of vaccines and
other essential medicines during health crises and sustains unequal economic
and geopolitical dynamics created by historically racialized processes. Attempts
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to implement new treaties must be revolutionary in defining pandemics as a
state of exception in which patent rules under international trade law cannot be
allowed to stand.

The second proposition is around ensuring global commitment for an ambitious
long-term financing agenda. Such commitment would mean supporting the
manufacture and purchase of vaccines in LMICs based in the Global South, so
that these new industries can not only survive but also be competitive in global
markets[47]. This long-term financing would cement vaccines as a global public
good, in line with the obligations of states and corporations to protect human
rights, including the right to health, in order to ensure that in times of crisis
vaccines are manufactured with a focus on providing for the global population
as opposed to facilitating the unjust enrichment of Global North-based
pharmaceutical corporations.

This paper calls for changing both law and funding structures as mechanism of
reparative justice. While on the one hand, law plays a role in sustaining racial-
capitalist harms, it can also be used as a tool for facilitating reparative
justice[48]. As the enforcement and jurisdictional limitations of the IHR became
clear during the COVID-19 pandemic[49], revisions of the IHR and a pandemic
treaty offer the world a more robust way of embedding a global reparative
justice agenda for vaccine equity in global health law to guard against
nationalistic practices which undermine equal access to essential medicines for
all.

Conclusion

Racial capitalism, as a framework to analyze the mutually constitutive nature of
racialization and capitalist exploitation, enables a more thorough understanding
of the root causes of global vaccine inequity. Tracing the ways in which the
historical racialized processes of slavery and colonialism have driven modes of
capital accumulation illuminate how those processes have shaped
asymmetrical power relations and led to unequal divisions of resources
globally. This in turn has had a calamitous and disproportionate impact on
access to essential medicines for Global South populations. While the
development of global health law has colonial underpinnings, this paper has
contends that it is also playing an active role in sustaining the dynamics
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created by those legacies. An analysis of the contemporary solutions to vaccine
inequity during the COVID-19 pandemic, namely COVAX and C-TAP, using the
framework of racial capitalism reveals why these “charitable” initiatives failed
to accomplish their aims. They could not succeed because they were imbued
with racially-capitalist logics which are completely incompatible with the
concept of equity and human rights. Conversely, initiatives yielding enormous
promise, such as new manufacturing hubs situated in LMICs, will need to pay
attention to the underlying racialist-capitalist nature of the current
arrangements behind these solutions. Without changing tack and relinquishing
the colonially constructed charity discourse that governs initiatives backed by
Global North actors, solutions to vaccine inequity may succeed only in
exacerbating inequalities. The prospect of reparative justice for redressing
racial-capitalist harms, however, offers a way to reimagine a world where
equitable access to essential medicines such as vaccines during a health crisis
is possible. Rather than doing what has always been done—that is, accepting a
broken system that manufactures inequality—reforming the international IP
system and ensuring global commitment for new long-term financing
arrangements to support the manufacturing in and the purchase of vaccines
from LMICs are two important reparative justice measures for manufacturing a
more sustainable and equitable future for the global population, of which we
are all a part.
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